
   MICHIGAN DEPARTMENT OF ENVIRONMENTAL QUALITY           For DEQ/Health Department Use 
WATER DIVISION 

APPLICATION AND PERMIT TO INSTALL WATER SUPPLY FACILITIES  
Permit To:    Completion is required under the authority of Part 13 Act 1976 PA 399 

Failure to comply will void this application 
_____Construct a Public Well Under 
          Act 399, P.A. 1976 or Sanitary Code  
 
_____ Alter a Public Water Supply Under 
           Act 399, P.A. 1976 or Sanitary Code  
 

ESTABLISHMENT NAME____________________________________ADDRESS________________________________________CITY_______________________ZIP__________ 

COUNTY____________________TOWNSHIP________________________TOWN_______N/S  RANGE_______E/W  SECTION______ FRACTION______1/4 ______1/4______1/4 

OWNER/MANAGER_________________________________________ADDRESS__________________________ ______________CITY______________________ZIP_________ 

BUSINESS TELEPHONE______/__________________        OWNERSHIP: GOVERNMENT        PRIVATE               AVERAGE NO. OF PERSONS SERVED PER DAY________ 

NO. OF SERVICE CONNECTIONS________   PREMISE TYPE_________________________________   LICENSE TYPE________________________________________________ 
                (Campground, School, Airport, etc.)           (Campground, Food, DSS, Migrant Labor, etc.) 
 
IF SEASONAL: FROM________TO_________WELL CONTRACTOR_________________________TELEPHONE____/___________PUMP INSTALLER______________________ 

APPLICANT’S NAME______________________________________ADDRESS_________________________________________CITY______________________ZIP___________ 

 
I hearby apply for this permit and have authorization to do so.  I understand this is a construction permit only, and that the well is not to be put into service until final approval has been 
granted.  I further state the information given is accurate and complete. 
 
Applicant’s Signature _____________________________________________________________ Date__________________________ Phone_______/_______________________ 

(FOR DEQ/HEALTH DEPARMTENT USE ONLY - DO NOT WRITE IN SHADED AREAS) 

 

 

 

 

 

\ 

FINAL INSPECTION     DATE_____________ BY____________________________ 

WELL:  CASING TERMINATION APPROVED: YES   NO  

              WELL LOCATION APPROVED:  YES   NO  

              WELL CONSTRUCTION SATISFACTORY:  YES   NO  

              VENTED:  YES   NO  

              BURIED SUCTION LINE PROTECTED:  YES   NO  

 

PUMP:  SHALLOW WELL JET     DEEP WELL JET    SUBMERSIBLE   

                 HAND PUMP    TURBINE    OTHER _____________________ 

 
PIPING MATERIALS:  MATERIAL_______________________________________ 
                          PRESSURE RATING ___PSI.________ASTM#___________________ 
 
STORAGE:  TYPE_____________________________________________________ 
                     LOCATION__________________________________________________ 
                    CAPACITY______GALLONS       OPERATING RANGE______-_______ 
 
TREATMENT:  TYPE (IF ANY)___________________________________________ 
                           LOCATION_______________________________________________ 
TEST RESULTS:  BACTERIOLOGIC (1st)___________________________________ 
                             DATE COLLECTED________________________________________ 
                             BACTERIOLOGIC (2nd)_____________________________________ 
                             DATE COLLECTED________________________________________ 
                             NITRATE________________________________________________ 
                             DATE COLLECTED__________________________ ________MG/L 

FUTURE BACTI SAMPLING: BY OWNER:  L.H.D.  OTHER _________ 

FREQUENCY:  QUARTERLY  ANNUALLY  OTHER ______________ 

WELL RECORD:  DATE RECEIVED______________________________________ 

WATER SUPPLY APPROVED:  YES   NO    BY______________________ 

                                                                                               DATE________________________ 
COMMENTS:_________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________ 

DISTRIBUTION:     White:  Local Health Department Canary:  Well Contractor  Pink:  Owner     EQP 
2024 (4/01)  

 
Well Permit Number 

 
Corresponding Sewage Permit No. 

 
WSSN 

WELL SITE EVALUATION INFORMATION DATE OF EVALUATION___________BY__________________________ 

CLASSIFICATION:  TYPE IIA  TYPE IIB 

STANDARD ISOLATION AREA_____________FT.      (IF ISOLATION DISTANCES ARE LESS THAN ESTABLISHED 

MAJOR ISOLATION AREA_________________FT.       MINIMUM STANDARDS, COMPLETE DEVIATIONS SECTION) 

PERMIT CONDITIONS/DEVIATIONS 

 

WELL CONSTRUCTION PERMIT:  APPROVAL/DENIAL 
DO NOT PROCEED WITH CONSTRUCTION WITHOUT SIGNATURE 
FROM DEQ/HEALTH DEPARTMENT REPRESENTATIVE 
 

By    Date  
(Not valid unless signed by the health department)  
 
REQUIRED MINIMUM CAPACITY________________________GPM 

SCALE DRAWING:  Make a SCALE DRAWING, including dimensions, in the space provided 
below. 
Show well location in respect to all possible sources of contamination, including adjacent properties, 
sewer lines, septic systems, and major sources of contamination.  This drawing must be approved by the 
local health department before installation of the well.  Please indicate north.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
    
 

     After well construction is completed, a water well record must be 
    submitted, and the DEQ/health department notified for final        
    inspection and sampling of the well. 


